miniature the ultimate aims of the project.
The design of the first building was influenced by a number of important factors:
1. The need to be self-sufficient, taking account of the possibility of some changes in function as the total pattern of health facilities grows. 2. The town-planning principle of segregation of pedestrians and vehicular traffic by means of a pedestrian deck at first-floor level: all traffic (but onlv a small number of pedestrians) will approach the building at ground level. 3. The site location (bordering on an artificial lake near one of the development subcentres) and qide (rather less than the floor area required).
The architect's solution was to raise the main accommodation on a concrete deck to first-floor level (that is, pedestrian-deck level), leaving the ground floor for vehicle passenger entrance, service rooms, stores, and a pram park for the minority of pedestrians who approach from a near-by bus stop and from the subcentre via the lake walk. Car parking is provided at this level under cover of the pedestrian deck above.
Patients and staff arriving at this level can reach the main accommodation by means of lift or staircase, which discharges adjacent to the main pedestrian entrance at first-floor level. Immediately facing the patient on entry is the reception desk, which has visual control of the three sides of the square-ring corridor. After registering, patients wait in the adjacent general or dental waiting-rooms (which include a children's playroom) and are called down the east and west corridors respectively to consulting-and treatmentrooms.
Consulting-rooms
General consulting-rooms are served by a treatment room, specimen room, and laboratory ; in addition, they share a supply store and disposal room with the dental suite. A small local waiting space is provided for patients passing from consulting-to treatmentroom or-in the case of antenatal clinicsin the opposite direction.
Dental patients pass from the main waiting area, down the west corridor, where they are met by the dental nurse. After treatment they may return by way of the main entrance, or, if a general anaesthetic has been necessary, they may use the exit adjacent to the dental suite, which is also used by the dental staff.
A separate exit for staff is provided by the escape stair in the north-east corner, allowing them to arrive or leave without passing the main waiting area (see plan).
It will be noticed that rooms around the perimeter are those requiring a view and natural light but no other special environmental requirements ; rooms in the core of the building would not benefit from a view, but do require special ventilation of one sort or another. Neither the consulting-rooms on the east side, nor the dental surgeries on the north, are overlooked, since they face the lake.
The 
Wound Infection
The first speaker in the symposium itself was Professor R E. 0. WILLIAMS (St. Mary's Hospital Medical School, London), whose subject was wound infection. The overall incidence of this was about 6.7%, but this figure concealed wide variations between different hospitals and operations-from I 80/% to 170%, according to hospital, and from 1 % or less for orthopaedic operations to 15 "/> for gall-hiaddej surgery. Infection acquired in the theatre probably accounted for about 200/% of all wound sepsis, though the proportion might be as high as 50% for prolonged thoracic surgical procedures.
The source of infection varied with the type of organism. Staphylococcus aureus commonly came from the nose or skin of the patient or hospital staff, and the carrier rate in patients rose from 35%/, to 50%/) while in hospital Two per cent. of patients carried penicillin-resistant strains on admission, but the proportion could rise to 20% or 300/% during a prolonged stay. Probably postoperative wound sepsis with Staph. aureus was commoner in patients who were or had been carriers; during prolonged operations some bacteria almost inevitably fell into the wound. and many of these were the patient's own staphylococci.
Three other organisms-Fccherichia coli, Pceiidomonas aeru ,inosa, and Clostridiium rvelchii-could also cause self-infection. The major source was intestinal, but Ps. aeruginosa bred in moist environmental reservoirs such as sinks, sluices, and humidifiers ; to a lesser extent this was also true of E. coli and perhaps Cl. welchii. A study of 20 patients with postoperative gas gangrene had shown that 18 followed lower-limb operations, 11 of them amputations. The antiseptics used had been ineffective against clostridial spores, and no prophylactic penicillin had been given. Cl. welchii was normally present in the intestine, and operations on the upper leg were readily contaminated from the anus. By contrast, Cl. tetani infection was almost always due to faulty sterilization-often of dressings or glove powder. Only the surgeon, two assistants, and one sister worked within the enclosure, their expired air being withdrawn by suction appliances, worn under complete face and head masks, and removed by vacuum tubes down the back. The flow of 5 cubic feet (0.2 cu. m.) per minute under the mask had a markedly refreshing effect and reduced sweating, in addition to removing nose or throat bacteria. The patient's head was outside the enclosure, as were the anaesthetist and the rest of the theatre staff.
The ventilation system was situated immediately above the theatre and opened into the ceiling of the enclosure through an aperture 5 feet (1.5 m.) square. The lights were situated at the corners of this to avoid turbulence in the downward airflow, which was barely noticeable at a velocity of 1 feet (45.7 cm.) per second. Deflection caused by the presence of the patient was beneficial, since the flow then tended to be away from the operation site towards the surgeon. Similarly there was always an outwards current of air through the instrument hatch and other openings. Other precautions were double gloves, separately sterilized instrument containers for each of the seven stages of the operation, and sterilization of the patient's skin with 2% iodine-after a skin test. This was followed by a varnish spray to fix potentially infected epithelial squames 
